General Remarks
In the management of patients with eczema it is sound practice not to accept a diagnosis of idiopathic eczema until a determined attempt has been made to discover some material and perhaps specific cause. This can be done only by taking a careful and comprehensive history and then considering this in relation to the extent and pattern of the dermatosis. In the history attention has to be paid to the patient's occupation, hobbies, hygienic habits, and emotional status. Inquiry must also be made into drugs taken internally, as well as to possible sensitizing contacts in the form of medicaments, antiseptics, medicated soaps, rubber, metals, plants, cosmetics, and occupational hazards. Following the clinical examination it may be necessary to carry out appropriate patch tests 
Discoid Eczema
This well-defined clinical condition mostly affects middleaged or elderly males. Lesions occur on the extensor aspects of the limbs and in the worst cases on the trunk, but sometimes only the dorsa of the hands are affected. The disorder is idiopathic in the sense that no sure cause has been found for it, but it tends to occur in individuals with constitutional xeroderma, or in those who have been exposed excessively to the effects of soap and water. Thus young hairdressers may develop a condition closely resembling discoid eczema after prolonged and repeated occupational exposure to soap and water when shampooing 20 or more customers' scalps in a day. In the elderly the excessive application of soap to the ageing, dry, atrophic skin may disturb the hydration and fat content of the surface of the skin and so initiate discoid eczema. It is more often seen in the executive classes than in manual workers. Some clinicians think that emotional factors are important. Patients with atopic eczema or psoriasis also often have xeroderma, and the skin condition may sometimes change temporarily to a discoid eczematous type of reaction. An infective cause has not been established, but the first choice of local application for this condition is a combination of a corticosteroid with a quinoline derivative (Vioform-Locorten, Betnovate-C, or Synalar-C). These preparations are all aesthetically more acceptable than a clioquinol tar paste mixture (one part of clioquinol cream in three parts of weak tar paste), although the latter sometimes proves more effective than the corticosteroid-quinoline mixtures. Warm baths may be taken using emulsifying ointment in place of soap. Contact with woollen garments should be avoided and tubular gauze dressings are practical and comfortable. The patient should not sit near open, gas, or electric fires. A sedative at night is often indicated.
Erythroderma
This term implies an extensive or universal erythema which persists for weeks, months, or years, with a varying degree of scaling and pigmentation. The term exfoliative dermatitis may be applied to the more scaly forms. There may be considerable loss of hair and ectropion and also nail dystrophy. Sometimes there is gynaecomastia.
Before deciding that a patient has an idiopathic form of erythroderma the doctor should exclude the possibility that the erythroderma was due to outwardly applied substances or drugs, or was associated with malabsorption. Conditions that should also be considered include reticulotic erythroderma, pemphigus foliaceus, and universal psoriasis.
Idiopathic erythroderma is a chronic condition with occasional spontaneous remissions, which sometimes last for years. The skin is dark brown and there is usually rubbery enlargement of the lymph nodes, particularly at the axillae and the groins, giving the characteristic picture of lymphadenopathic erythroderma, sometimes also called lipomelanic reticulosis, because of the histological appearance of the lymph nodes. This picture is in fact a benign reaction, and the expression " reticulosis " is inappropriate for this type of erythroderma. Nevertheless, the true state of affairs may not be determinable for some months. This is because a true reticulosis may give a lipomelanic histology in the lymph nodes at its earlier stages. Periodic skin biopsies at intervals of some months are advisable in these circumstances, and the recognition of bizarre reticulum cells with increased mitotic activity may enable a diagnosis of Contact eczema or dermatitis may also become perpetuated by friction, producing the condition known as lichenified dermatitis, but here again an emotional factor such as an unsettled industrial claim may explain the persistence of the dermatosis in spite of the removal of the patient from the exciting cause. Hypostatic eczema may also become secondarily lichenified.
Lichenified dermatitis affects areas of past dermatitis, whereas lichen simplex is usually seen at the nucha, at the extensor aspects of the forearms just distal to the elbows, in the anogenital region, or at the anterolateral aspects of the calves.
Superficial psychotherapy may help by providing insight about current problems and so enabling the patient to adjust better to the situation. Relief may be obtained by a short course of a corticosteroid application beneath polyethylene film or by a longer course without occlusion. Sedation is often necessary with a barbiturate, promethazine, or trimeprazine.
Disseminated neurodermatitis is a widespread form of lichenification with no known relation to contacts or drugs but with psychological factors prominent. It may resemble erythroderma but lichenification dominates the picture. The patient is often seriously disturbed emotionally and it may be advisable to obtain the help of a psychiatrist, although these patients are often resistant to psychotherapy. A period of inpatient treatment may help, with strong sedation and topically applied corticosteroids.
